The ESA provides a public employment service for all types of people and it is in the midst of a major ten-year development programme. Planned improvements include the establishment of a complete network of modem jobcentres in place of the old unemployment exchanges; separation of employment work from payment of unemployment benefit; the creation of a new grade of employment adviser for helping employers and jobseekers; increased penetration of the job market by a more positive marketing of our service; and an entirely revamped and commercial service for people at professional and executive level.
As part of this ten-year programme, we are modernizing and improving our service to disabled people. Unfortunately, I have to add the now customary note of caution. Although we have made a number of valuable improvements recently, the implementation of others which we had planned for the next few years will depend to a great extent on the availability of further resources and these are likely to be very scarce.
Throughout the history of our services for disabled people, it has always been our objective to cultivate the closest possible links between hospitals and GPs on the one hand and our services on the other, and of course the establishment of the Employment Medical Advisory Service (EMAS) as our medical advisers has helped in this process. The quick and early referral of patients to us is without doubt beneficial to them and makes our help that much more effective. More doctors are now realizing this but there are still some in the medical profession who, when dealing with a patient of working age, do not see the final goal of treatment and rehabilitation as a successful return to work. We hope that the increasing recognition of the importance of rehabilitation and resettlement, as reflected in the appointment of professors of rehabilitation, the establishment of DHSS demonstration centres, and the improvements to our service, will help to change attitudes.
Disablement resettlement officers (DROs) are the key links in the chain between our two services. They find jobs for between 50000 and 70000 disabled people each year and help several thousands into training courses. One of our recent major achievements has been to set up, in Leeds, a new national training centre for DROs, which provides longer and specialist training for these key staff, supplemented by later seminars and conferences. I see great benefits flowing from this training during the coming years, as DROs put into effect their knowledge of medical conditions in relation to employment, their counselling skills and their new marketing techniques. The DROs are led by senior DROs, whose numbers have recently been strengthened and one of whose tasks is to promote cooperation with the medical world. Another important development is the introduction of a small number of full-time hospitalbased DROs. Plans for more in the long term will now be delayed -and of course be subject to continued evaluation of resultsbut meantime we want to encourage hospitals to provide facilities for more DROs to work part-time there, so that they can become accepted as full members of the rehabilitation team.
We are trying to improve the DRO service in other ways too. We are cutting down the DROs' administrative duties as far as possible, so that they can devote more of their time and special skills to resettling their clients. We have also been experimenting to see whether other trained staff might assist disabled people whose problems are more straightforward, leaving the DROs free to help those who most need their expertisethe severely disabled and the newly disabled who need occupational redirection.
Employment rehabilitation is often the gateway from illness to work and there is no doubt that our employment rehabilitation service has met a very real need over the years. It provides courses for about 14 000 people each year at its 26 centres. It seeks to help people who have been ill, injured or unemployed for a long time, to get ready for work, by improving their fitness, confidence and motivation; it also helps them to decide for themselves the type of work they want to do, by providing them with assessment and guidance. The measure of assistance needed depends very much upon the circumstances of each individual. Psychological tests, practical observation and testing in workshop situations, and interviews with professional staff all enable assessments to be made on basic capacity and potential. Information about medical conditions, social situation, experience, skills, potential and work preferences is brought together by a team of specialist staff to produce, in discussion with the individual, a recommendation which furnishes a basis for finding employment or arranging a course of training.
Employment rehabilitation centres (ERCs) have a reasonably good success rate and in normal employment conditions we expect two-thirds of those who complete a course to get jobs within a few months or go on training courses. But we have identified areas where we need to develop further or bring in innovations. We are, for example, modernizing the equipment and premises at our ERCs. It has always been the cornerstone of our policy that courses should be tailored to the needs of the individual and our overall aim is to continue to introduce, as resources permit, greater flexibility into our servicefor example, to develop further the clerical and commercial side of the facilities so as to measure up more usefully to the increasing demand for these occupations; in the longer term to cater for the needs of people with professional skills (we are surveying the demand at present); to broaden the scope of our assessment facilities, particularly by getting a wider range of production work; to vary the length of courses more; to try and extend work preparation courses for disabled young people; and finally, a few of our centres are taking people on a part-time basis before they finish their medical rehabilitation. Such courses have, as would be expected, been most successful at the two centres which we located close to medical servicesfirst at Garston, near Watford, and now here at Birmingham.
There is a great deal that could yet be done in the provision of better and additional employment rehabilitation services. I see the establishment of our employment rehabilitation research centre in Birmingham in 1976 as a major step in this direction. The research team will be looking at ways of evaluating the benefits of rehabilitation, conducting operational research, considering whether the assessments provided are broad enough, and looking at the rehabilitation needs of particular groups such as the mentally ill.
Resource limitations are more likely to inhibit the early extension of our service, although a larger residential centre is now under cotistruction at Preston and will open in 1978. We are particularly aware of the need to provide facilities in East London, and have a suitable site in mind. We also have proposals for developing ERCs as annexes to hospitals in under-provided areas such as East Anglia, but I fear these too may be affected by resource limitations. Nevertheless I hope you will recognize that we have made, and will continue to make, a determined effort to adapt our service to the needs of our clients.
In summary, we want to see more effective rehabilitation and resettlement undertaken at an early stage. We need to recognize the limitations of our resources and concentrate our efforts on those who can best be helped. There is still room for closer cooperation between the medical profession and the ESA, so I would welcome ideas on how this could be achieved, comments on the improvements we are making and on where our priorities should lie.
Dr D A Brewerton (Westminster Hospital, London SWI)
The Requirements of the National Health Service There is a regrettable gulf between the medical profession and the employment services. One hears from disablement resettlement officers (DROs) and in employment rehabilitation centres (ERCs) a repeated cry that they cannot interest doctors in the work they are doing. The evidence is embarrassing. It is difficult to pinpoint why this gulf exists and what could be done about it. It is not simply a question of medical education or that doctors do not care what becomes of their patients. Could it be that there are fundamental faults in the organization of the employment and medical services and the way they relate to each other? Or could many of the problems be resolved by better communication?
